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ABSTRACT
INTRODUCTION: A spontaneous pneumothorax occurring in a patient with underlying lung pathology 
is classified as a secondary spontaneous pneumothorax (SSP). Its main cause is the chronic obstructive pul-
monary disease (COPD), more rarely - a tuberculosis infection (TB). Untreated TB could lead to carnifica-
tion of a part or the whole lung. 
CASE REPORT: A 35-year-old female patient was admitted with complaints of sudden right chest pain and 
severe dyspnea. The physical examination showed retracted and deformed left chest part, missing breath-
ing sounds in the left and weakened breathing in the right. Chest CT revealed partial right-sided pneumo-
thorax, bullous changes of the right lung and carnification of the whole left lung. Right thoracocentesis was 
performed. The postoperative period was uneventful. The chest drain was removed on the fifth day. After 
more detailed examinations the patient was diagnosed with COPD and TB and was transferred to the De-
partment of Pulmonology and Phthisiatry for further treatment. 
CONCLUSION: In a patient who has two advanced and complicated lung diseases at the same time (COPD 
and TB), a spontaneous pneumothorax, even partial, is a life-threatening condition and requires special 
consideration and urgent therapeutic measures.
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INTRODUCTION
A spontaneous pneumothorax occurred in a 
patient with underlying lung pathology is classified 
as a secondary spontaneous pneumothorax (SSP) (1). 
Its main cause is the chronic obstructive pulmonary 
disease (COPD) together with pulmonary emphyse-
ma. Tuberculosis (TB) is also a well-known cause, es-
pecially in endemic areas (2). SSP requires a special 
consideration because of the life-threatening symp-
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ible airflow limitation - an evidence of COPD. Lab-
oratory results showed also that the patient was suf-
fering from active pulmonary tuberculosis (positive 
direct Ziel-Nielsen microscopy and positive TB spot 
serologic test). 
toms, the various locations of ruptured bullae and 
the high recurrence rate and mortality, even if sur-
gery is performed. It needs timely treatment that in-
cludes thoracocentesis, video-assisted thoracoscopy 
(VATS) pleurodesis and thoracotomy (3,4). 
AIM
The aim of this case is to show the simultane-
ous presentation of two advanced lung diseases - 
COPD and TB together with life-threatening emer-
gency - SSP.
CASE REPORT
A 35-year-old female patient was admitted to 
the Department of Thoracic and Abdominal Sur-
gery of University Hospital “Sveti Georgi” with com-
plaints of sudden right chest pain, severe dyspnea 
and productive cough for 3 hours. Physical exami-
nation revealed no fever, pale skin, orthopneic posi-
tion, retracted and deformed left chest part, missing 
breathing sounds in the left and weakened breath-
ing in the right. She informed about lung problems in 
childhood without any previous treatment. Relevant 
laboratory findings at the time of admission were 
following: HGB - 99g/L; RBC - 3.62; WBC – 17.18; 
PLT – 534; glucose 6.2mmol/L; t. protein – 81g/L; 
PT – 91.6%. A CT scan revealed a partial right-sided 
pneumothorax, bullous changes of the apical part of 
the right lung with adhesions; the left lung was pre-
sented hypoplastic with carnification (atelectasis) as 
a result of post-inflammatory changes (Fig. 1,2,3). 
Right-sided thoracocentesis with the placement of 
a drain tube was performed under intravenous an-
esthesia monitored by an anesthesiologist. The con-
trol X-rays on the next day showed a fully expand-
ed right lung (Fig. 4). The conservative treatment of 
the patient consisted of broad-spectrum antibiotic 
(Levofloxacin), expectorants, analgetics, low-molec-
ular heparin and oxygen. The postoperative period 
was uneventful. The chest drain tube was removed 
on the fifth day after control X-ray. Spirometry re-
sults were as follows: FVC – 1.37 (39%); FEV1 – 0.75 
(25%); FEV/FVC – 66%. After consultation with pul-
monologist and phthisiatry specialist the patient was 
transferred to the Department of Pulmonology and 
Phthisiatry for further diagnosis and treatment – 
COPD and TB were discussed as possible comorbid-
ities. A bronchodilator test revealed not fully revers-
Fig. 1. Partial right-sided pneumothorax with carnifica-
tion of the left lung
Fig. 2. CT image of bullous changes of the right lung
Fig. 3. CT image of pneumothorax and carnification
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DISCUSSION
Secondary spontaneous pneumothorax is a 
common pathology in patients with COPD where 
bullous changes of the lungs are often observed due 
to pulmonary emphysema. It is more common in 
elderly patients (5,6). The mean age is 55 years and 
men are more affected than women (7). SSP more of-
ten requires surgical treatment and has high rates of 
recurrence and mortality. Surgery includes thoraco-
centesis, VATS or open thoracotomy with pleurecto-
my and pleurodesis (8,9).
Tuberculosis (TB) is known to cause a wide va-
riety of complications and atypical presentations. It 
usually presents with typical symptoms. Pulmonary 
complications of TB are pleural effusion, empyema, 
bronchopleural and bronchopulmonary fistulas and 
pneumothorax (10,11). Lung carnification (acquired 
atelectasis) is a serious complication of untreated 
or recurrent TB infection that could affect part or a 
whole lung and it has unfavourable long-term conse-
quences (12-14).
In our case we present a young female patient 
with untreated TB and COPD that was admitted for 
a partial right-sided pneumothorax. COPD is not a 
common pathology for a 35-year-old woman, there-
fore the possibility of congenital disease or develop-
mental anomalies should be considered - bronchi-
ectasis, cystic fibrosis, alpha1 antitrypsin deficien-
cy, polycystic lung disease. The respiratory problems 
during the patient’s childhood support this sugges-
tion. Unfortunately the patient did not present any 
previous medical documentation that could prove 
or reject these suggestions so further examinations 
would be required. The complete carnification of 
her left lung may be associated with developmental 
anomalies or untreated TB infection. The active tu-
berculosis was either recurrent or it had developed on 
the basis of a severely damaged lung. As a result, the 
left lung was with absent functional capacity. On the 
other side her only functioning right lung was with 
very limited breathing abilities due to the advanced 
pulmonary emphysema with diffuse bullous chang-
es (COPD). These disorders were well presented on 
the CT scan and spirometry. The right-sided pneu-
mothorax that had occurred, probably was not relat-
ed to TB but to the bullous changes. Even partial, it 
additionally compromised her only breathing lung. 
This made it a life-threatening event that required 
immediate surgical treatment. We performed a tho-
racocentesis, placing chest tube in the 5th intercos-
tal space under the monitoring of anesthesiologist 
prepared for intubation if any further complications 
occurred. 
Reviewing the medical literature, our case is 
one of a few of its kind and this makes it valuable.
CONCLUSION
In a patient who has two advanced and compli-
cated lung diseases at the same time – TB with carni-
fication and COPD with bullous changes, a sponta-
neous pneumothorax, even partial, is a life-threaten-
ing condition and requires special consideration and 
urgent therapeutic measures.
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